distribution of oedema in patients with unilateral thromboembolic disease, emphysema and pulmonary artery anomalies. Unequal capillary blood flow also explains the unilateral chronic pulmonary oedema seen occasionally following the surgical creation of left-to-right shunts.
Thyrotoxicosis is well known as a cause of atrial fibrillation, but this case emphasizes the importance of considering hyperthyroidism as a cause of heart failure despite sinus rhythm and being aware of the reversibility of thyrotoxic cardiomyopathy. In addition, it illustrates the marked asymmetry of chest radiographic changes occasionally seen in pulmonary oedema. Stercoral ulceration and associated perforation of the large bowel results from trauma caused by impacted inspissated faecal material' . It is a remarkably unusual condition, but should be suspected in any patient who presents with signs of a perforated viscus and is faecally impacted 2 • Most reported cases involve elderly patients, often bedridden and suffering from chronic constipation. This report concerns a young man with a previously normal bowel habit who developed constipation associated with postoperative analgesia.
Case report A 47·year-old man presented as an emergency with a six-hour history of severe abdominal pain. His bowels had not been open for 72 hours. Lower abdominal pain developed suddenly while he was attempting to defaecate and rapidly became severe and generalized. Three weeks previously he had had a single-vessel coronary artery bypass graft for ischaemic heart disease and had made an initially uneventful recovery. However, he had been taking regular, thrice daily doses of dihydrocodeine 60 mg, mainly for discomfort in his median sternotomy wound. His past gastrointestinal history included intermittent upper abdominal discomfort for many years, which was relieved by cimetidine, but barium studies had revealed no abnormality. On examination he looked ill, was in pain, shocked, hypotensive with a tachycardia, but was apyrexial. He had a distended, rigid, tender, silent abdomen. Rectal examination was markedly tender and revealed a rectum filled with hard faeces.
Investigations performed included full blood count, electrolytes and amylase, all of which were normal. There were no acute ischaemic changes on the electrocardiogram. An erect abdominal X-ray showed free gas under both hemidiaphragms and considerable faecal loading throughout the colon.
He was resuscitated with intravenous fluids, analgesia, steroids (2 g methylprenisolone) and antibiotics (1 g cefotaxime and 500 mg metronidazole). At laparotomy he was found to have widespread faecal peritonitis arising from a ragged perforation at the rectosigmoid junction, through which faecal scybala were emerging. There was gross faecal loading of the colon, but no sign of any colonic pathology at the site 0141-0768/87/ 020115-02/$02.00/0 @1987 The Royal Society of Medicine of perforation or elsewhere. Subsequent histological examination also failed to show any other cause for the perforation.
The lower sigmoid and upper rectum, including the perforation, were resected in a Hartmann's procedure, the distal rectum being emptied of faecal masses before closure of the rectal stump. The patient went on to make a steady, uncomplicated recovery.
Later close questioning excluded the possibility that the perforation had been caused by any foreign body or instrument inserted anally.
Discussion
It is surprising that this condition is uncommon, considering the prevalence of severe constipation in Western societies. It was first reported as long ago as 1894 3 , and the aetiology is fairly certain. Pressure from hard faecal masses, particularly in the rectosigmoid region, causes ischaemic necrosis of the colonic wall leading to ulceration and finally perforation". Over 90% of stercoral perforations occur in the sigmoid colon and upper rectunr', the caecum being a comparatively uncommon site", It is likely that many cases are undiagnosed and result in death amongst the elderly. A consecutive series of 175 post-mortem examinations conducted in one year revealed 10cases of stercoral ulceration, 4 of which had perforated".
Various drugs with constipating side effects have been implicated. In particular, narcotic analgesics (of which codeine compounds seem notable), but also phenothiazines, aluminium-based antacids and tricyclic antidepressants, have been reported as being responsible 2 .,.6. Our patient had been taking dihydrocodeine regularly.
The perforation is usually acute, producing severe symptoms within a few hours. The significant physical signs are a palpably loaded colon or rectum with an acute abdomen, associated with radiological evidence of a perforated viscus. An interesting feature of this case is the accurate history given by this unusually young patient: it seems highly likely that his perforation occurred while straining at stool, which coincided with the onset of pain.
The diagnosis is usually made only at operation, when other causes of colonic perforation such as diverticulitis, carcinoma or inflammatory bowel disease have been excluded. The condition has a high mortality, usually quoted in the region of 50%. This is in part related to the fact that most patients who develop the problem are elderly and frail.
Treatment consists of resuscitation with fluids and antibiotics followed by urgent surgery. This should involve exteriorization or resection without attemptedreanastomosis, e.g. Hartmann's procedure, which proved successful in this case 7.8. 
